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WPRT with intensity modulation techniques and long-term 
androgen-deprivation therapy. Strict radiotherapy dose-
volume constraints were used for treatment planning to 
minimize the risk of serious toxicity. 
PRO data (UCLA-Prostate Cancer Index scale) was available 
for 450 patients. Patients with less than 2 year follow-up 
data and any patients without acute (10 week after RT 
initiation) data were excluded, giving 251 patients for 
analysis. Median follow-up was 5 years. Only bowel habit 
outcomes were included for this analysis (questions 17 to 21). 
Data from patients with positive toxicity scores at baseline 
was excluded on an endpoint-by-endpoint basis.  
We separated patients according to acute toxicity into two 
groups using question-specific toxicity grade cut-offs which 
differed between each PRO question. We then assessed if the 
group with acute toxicity had more toxicity in the late setting 
by calculating the odds-ratios (OR); we also computed p-
values using Fisher’s exact test. seline was excluded on an 
endpoint-by-endpoint basis.  
 
Results: We found that patients with positive self-reported 
acute GI toxicity at 10 weeks have an increased risk of 
developing serious late GI problems, while patients without 
toxicity are more likely to be free of chronic toxicity (table 
1). as excluded on an endpoint-by-endpoint basis.  
 
 
 
Conclusion: Patients with moderate to severe acute bowel 
toxicity are at increased risk of serious late GI problems 
which impact quality of life, potentially reflecting a 
consequential late effect. Tailoring treatment with the 
modification of treatment planning according to early clinical 
outcomes may prove to be necessary to tackle this problem. 
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Purpose or Objective: Evaluate the utility of SBRT in terms 
of local control (LC), global survival (OS), compliance to the 
treatment and toxicity in patient with oligometastatic and 
hormone refractary prostate cancer, limited to the skeletal 
structures. 
 
Material and Methods: 46 patients with bone metastases 
from prostate cancer, were treated with SBRT between 
January 2009 and August 2015. At diagnosis 15/46 patients 
presented bone metastases. Bone lesions irradiate were 131 
(range 1-4). Median age was 68 years (range 54-85). Median 
PSA pre-treatment was 168,1 ng/ml (range 0,23 -1.470). 
Patients received a median dose of 30 Gy (range 8-40 Giy) in 
3 fractions (range 1 -5). The treatment was delivery by LINAC 
6 MeV (Elekta Synergy-S) using technical IGRT-VMAT. All 
patients received some form of androgen-deprivation therapy 
(ADT) after completing SBRT. 18/46 patients was submitted 
systemic chemotherapy treatment. 
 
Results: Median follow-up was 22 months (range 1-78). LC 
was 100% and OS 50,2% at 5 years. 22/46 patients were died 
for progression disease, 24/46 patient were still alive, of 
these 14 were disease free and 10 were in progressione 
disease. The first post-SBRT PSA was lower than pre-
treatment levels in 30 patients (65,2%) and continued to 
decline or remain undetectable in 23 patients (50%) at 
follow-up of 6 months. Median PSA post-treatment was 32,4 
(range 0,29-196). No severe acute or late toxicity of grade >2 
was observed. 
 
Conclusion: SBRT is a safe and effective treatment for 
prostate cancer metastases, presenting excellent LC and an 
acceptable toxicity profile in selected patient with hormone 
refractary disease. More importantly, half the patient 
achieving reductions in serum PSA values. 
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Purpose or Objective: Primary focal therapy has been 
explored for 20 years now, and more than 2000 patients have 
been treated so far with several techniques but only limited 
data have been published on the primary focal radiotherapy 
(FRT). From the technical point of view, primary FRT can be 
performed through either focal brachytherapy or external 
beam radiotherapy. The majority of series include both low-
dose-rate (LDR) and high-dose-rate (HDR) brachytherapy, and 
only recently the feasibility of primary FRT by external beam 
irradiation has been reported. The current review aims to 
assess the available evidence for primary FRT performed 
either by the means of brachytherapy or external beam 
radiotherapy.  
 
Material and Methods: Inclusion criteria were: Medline 
search for full paper in English language on primary FRT for 
early prostate cancer including review articles, planning 
studies or patient series (clinical outcome available) 
published before May 31, 2015.  
 
Results: Twenty-two papers have been found: 11 review 
articles, 4 planning studies and 7 patient series. Eleven 
review articles were dedicated to all types of focal therapy 
including FRT and 2 to FRT only. All planning studies were 
performed on cohort of 5-10 patients and included 
brachytherapy both HDR (24 patients overall), and LDR (9 
patients). All studies underline the significant organs-at-risk 
dose reduction as well as the higher sensitivity to systematic 
set-up error as target volume decreases from whole-gland to 
hemi-gland and to ultra-focal target. Patient series included 
together 715 patients (range 8-318, 99% treated with 
brachytherapy). Median follow-up period was 33.6 months 
(range 2-61 months). Promising tumour control was 
highlighted in low-risk cancer. In intermediate-risk tumours, 
FRT might be suboptimal (see Table 1). Moreover, some 
reports on consensus criteria are already available in 
literature. 
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Conclusion: Despite the numerous publications on focal 
therapy in prostate cancer, primary FRT is largely 
unexplored. Radiotherapy appears to be particularly suitable 
as a focal approach, since it has an established biological 
basis, known tumoricidal activity, possibility of dose 
differentiation, large availability of high-precision dose 
delivery techniques, limited or no invasiveness and 
familiarity to radiation oncologists and urologists. However, 
when applied as primary FRT, its use remains investigational 
since numerous questions remain unmet: consensus on the 
initial diagnostic tools, the optimization of technical 
parameters for therapy delivery, follow-up exams and 
scheduling, tumour control and toxicity profile, response 
evaluation and failure definition, salvage therapy and cost-
benefit.  
 
EP-1381  
ADC of prostate tumour and normal tissue during 
radiotherapy after neoadjuvant hormone therapy 
L. Kershaw
1The Christie NHS Foundation Trust, CMPE, Manchester, 
United Kingdom 
1, A. McPartlin2, A. Choudhury2, M. Van Herk3 
2The Christie NHS Foundation Trust, Oncology, Manchester, 
United Kingdom 
3University of Manchester, Institute of Cancer Sciences, 
Manchester, United Kingdom 
 
Purpose or Objective: Changes in prostate and tumour ADC 
values during radiotherapy (RT) may aid prediction of 
response to treatment. Intermediate and high risk patients 
are likely to receive neoadjuvant hormone therapy (NA-HT) 
prior to RT, causing reduction in prostate and tumour volume 
and changes in ADC values. It is unclear how this affects 
further ADC changes during subsequent treatment. We 
assessed ADC values in prostate tumour and normal tissue 
during RT after NA-HT. 
 
Material and Methods: Fifteen patients with ≥T2b disease 
who were due to receive RT (60 Gy in 20 fractions) were 
recruited after 3 months of NA-HT. Patients underwent three 
1.5 T MRI examinations: post NA-HT (one week prior to RT), 
at the end of the third week of treatment, and eight weeks 
after RT completion. The imaging protocol included T2 
weighted and diffusion weighted imaging, acquired using the 
cardiac coil (EPI with TR/TE 8000/70 ms, b = 100, 400, 800 
s/mm²). ADC maps were processed offline (ADCmap for 
Osirix). Normal central gland (CG), peripheral zone (PZ) and 
tumour were outlined on T2w images by a radiologist expert 
in prostate MRI, with pre-NA-HT imaging (T2w and DWI) 
available in 12 patients to aid identification. If disease was 
not clearly visible, clinical findings and biopsy results were 
used to aid delineation. CG, PZ and tumour regions were 
transferred to the ADC maps and median values extracted 
along with interquartile ranges. A Mann-Whitney U test was 
used to analyse differences between tumour and normal 
tissue regions at the three time points. 
 
Results: 13 patients completed all scans, 2 patients missed 1 
and 2 scans respectively. After NA-HT, there was a significant 
difference between median tumour and PZ (p=0.009) and 
tumour and CG (p=0.002) (median values plotted in figure 1). 
At the other time points, there was no difference between 
tumour and normal tissue ADCs. 
 
 
 
Conclusion: The ADC values display a similar pattern to that 
seen in previous studies for patients receiving RT alone. The 
difference between tumour and normal tissue was smaller at 
baseline than has been seen in other work without NA-HT. 
This may be due to a reduction in normal tissue ADC during 
induction therapy, whilst tumour ADC values could have 
increased due to tumour shrinkage. Variation in imaging 
protocol for ADC measurement compared to previous studies 
may also play a role. The reduced magnitude of changes in 
tumour ADC seen during RT after NA-HT may make its use as 
a predictive tool for treatment response more challenging in 
this group of patients. 
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Purpose or Objective: At the time of a biochemical 
recurrence after prostatectomy it is important to distinguish 
patients who have a local recurrence from patients with 
distant metastasis. PET/CT and MRI are important imaging 
modalities that can be used in this scenario. The purpose of 
this study was to investigate the outcomes and toxicities of 
patients in a large single-institution cohort treated with 
salvage radiotherapy (sRT) and dose escalation up to 72 Gy. 
Boost planning was based on MRI or PET/CT. 
 
Material and Methods: From 2008 to 2012 290 patients who 
received sRT were included into the analysis. Patients with a 
PSA > 1 ng/ml or a PSA doubling time > 3 months received a 
Choline PET/CT before the start of radiotherapy. 
Additionally, in most patients MRI of the pelvis was 
conducted. If there was a macroscopic tumor recurrence, 
defined as local recurrence in the prostate bed in MRI or PET 
tracer uptake, radiation therapy to the prostatic bed was 
